(2) Accidental causes.-(a) Twisting; (b) angulation; (c) intussusception; (d) volvulus, which, with (c), must be partial and intermittent; (e) the impaction of a foreign body, such as a fish-bone, beneath the mucous membrane.
(3) Neuromuscular causes.-Such as may obtain in the hypertrophic pylorus or in Hirschsprung's disease.
(4) Inflammatory causes.-(a) Lymphangitis; (b) primary appendicitis. The lesion is found usually in the last 8 in. of the ileum, but has been described as occurring in the jejunum and coecum. My cases showed an affection of the terminal ileum so localized that it suggested special selectivity for this region.
Briefly, the pathological changes are those of extensive destruction combined with excessive fibrosis in the presence of organisms commonly found in the intestinal tract. The known granulomata are not typically represented.
Clinically the disease falls into four groups: (1) Cases simulating acute appendicitis.
(2) Those suggestive of ulcerative colitis, in which diarrhoea is a prominent symptom. (3) Those presenting signs of chronic intestinal obstruction. (4) The fistulous type, in which fistulm have formed, usually after appendicectomy.
As in both my cases the patients were thought to be suffering from acute appendicitis and were operated upon in apparent emergency, I feel poorly qualified to speak of the diagnosis.
It should be possible to feel a lump in the right iliac fossa, and there are certain distinctive radiological signs, notably the following: (a) The string sign of Kantor. With regard to treatment, there seems to be universal agreement that this should be operative. Ileotransversostomy with excision of the intervening portion of gut is the operation of choice; it may be performed in one or two stages, but in connexion with this I quote from an address by the late Lord Moynihan: " It is inadvisable to do most operations in two stages, as it gives the patient two chances of dying." Simple short circuit has been done with success, and Crohn mentions a case in which the lesion was left in situ without any form of operative intervention and apparently spontaneous resolution occurred.
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I treated the patients who came under my care by simple excision of the diseased gut and side-to-side anastomosis, ileum to caecum, and although I admit this procedure to be theoretically unsound, both my patients are alive and well to-day.
The prognosis is good if the victim survives operation. The operative mortality varies between the extremes of 4% and 36%, but this variation is easily explained by the fact that some authors describe only a small number of cases in which their experience has been peculiarly unfortunate. I am only able to quote one instance of any tendency to recurrence, and that is a case in which there was some infiltration at the site of anastomosis, giving rise to stenosis. Questions of special interest are: (1) Is this a new disease or an old disease newly recognized ? (2) If an old disease, has it been previously mistaken for tuberculous infiltration of the bowel or inoperable malignancy? (3) If a new disease, what is the setiolog-y ?
